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UTAH HEALTH DATA COMMITTEE
MISSION STATEMENT

Themission of the Utah Hedlth Data Committeeisto support health carereform initiativesthrough the
collection, analyss, and public release of health careinformation.

Through public-private coll aboration, the Committeewill participatein the devel opment and
implementation of astatewide health datareporting system capabl e of providing accurateand

independently validated informationinatimely way.

Thecommitteewill implement policiesto transform datainto objective basdine, trend, and
performance measurement information whichwill bemadeavail ableto dl legitimate userswithout

compromising patient privacy and confidentidity.

Adopted 1994

Data Products

Public Data Sets
Hospital Inpatient
Ambulatory Surgery
Emergency Department

Research Data Sets

Hospital Inpatient

Emergency Department
Annually Published Statistical Reports

Internet Health Data Query System

Consumer Oriented Guides and Brochures

Users of the HCS Data

Consumers
Employers
Insurance
Government
Utah Hospital Association
Health care providers (e.g. physicians,
hospitals, health organizations)
Health care consulting groups
Health Policy Commission
Researchers
Utah Department of Health
Office of Public Health Assessment
Bureau of Emergency Medical Services

N

Uses of the Data

e To support quality improvement activities that have helped reduce costs and/or promote quality

To promote provider accountability and competition

e To provide data that can be used by consumers, health providers and policy makers to analyze

utilization, costs and outcomes

e To provide unbiased information that allows all users of health care to make better health decisions
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“According to users of the data, the information produced by HDA does provide a public
benefit by helping control costs and promoting provider accountability. Consequently
we believe the legislative purpose for which HDA was created is being fulfilled.”

-- Legislative Auditor, February 1998




THE UTAH HEALTH DATA COMMITTEE
2000 BIENNIAL REPORT

Section I: Executive Summary

Report Summary

Thisreport reviewsthemajor activitiesand accomplishments of the Utah Health Data Committee (HDC)
and the Office of Health Care Statistics (HCS), which serves as staff for the Committee. Thereportis
submitted pursuant to and in compliance with astatutory requirement for submission of abiennia report to
theUtah legidature. ThisExecutive Summary beginswith an overview of activitiesand accomplishments
from November 1998 to October 2000. Thisoverview isfollowed by descriptions of the background and
brief history of the HDC, and Office of HCS and present and future challengesfaced by the committee.
Theremainder of thereport contains more detail ed description of the most important activitiesand
accomplishmentsfrom November 1998 to October 2000.

During thetwo years covered by thisreport, the HDC hasmade mgjor stridesin: 1) fostering partnerships
inUtah, nationally and inthe Department of Health for collection, analysisand dissemination of headlth data
2) incorporating, devel oping and improving meansfor el ectronic submission, processing, storageand
analysisof health careencounter data 3) developing avariety of methodol ogical strategiesto more
effectively analyze avail able encounter and survey data 4) collecting and disseminating information on
Utah’' sHMOsto support consumer decisions and 5) expanding itsability to transmit bothitsdataand
research findingsto abroader network of public and private entitiesaswell asconsumers.

Accomplishments and Impact

1. HDC hasenhanced dissemination of dataand research findingsto public and private entitiesand
consumersthrough expansion of the Office of Health Care Statistics Website. Use of the Internet
allows rapid accessto timely health information for organi zationsand to support thedecisions of private
consumers.

[ | The Office of Health Care Statistics Web Enablement Team wasawarded the Governor’s
Chief Information Officer (C.1.0.) award for technology in 1998, in recognition of their
work infacilitating theaccessbility of health information through the devel opment of Internet
linked interactive databases.

2. TheUtah Health Plan Performance M easurement Plan was devel oped to meet theincreasing demand
for information on HMOs. During the past two years, HCS conducted a series of surveysand pub-
lished reportsthat produced information on HM O performancefor consumers, businessesand policy
makers. Work included two Enrollee Satisfaction Surveysof Medicaid HM Oswith expanded scope.
A new satisfaction survey of enrolleesin the new Child Health Insurance Program (CHIP) was con-
ducted in1999. A survey of Medicaid HMO enrolleeswith specia health care needswas also con-
ducted. HEDI'S performance measurement datafrom Medicaid and Commercial HM O’ swere col-
lected and analyzed in 1998 and 1999. A mgjor survey to assessthe satisfaction of consumerswith
prepaid mental health plans has been designed and dataare currently being collected.

B Publicreporting on HMO performance has prompted effortsto improve performance by the HM Os.



[ | TheHDC' sPerformance Measurement Plans has enabled Medicaid and the Child Hedl th
Insurance Program to evaluateitsinititivesto contract with HM Osto provide care.

3. Madeextensveimprovementsin managing threeimportant health care encounter databases, including
hospital discharge, emergency department, and ambulatory surgery. Theseimprovementsincluded the
design, verification, and implementation of computer programsto receive, eva uate, edit and merge EDI
datasubmitted by hospitalsinto the statewide databases. Theimprovementsallowed the Office of
Health Care Statisticsto collect two new databases during aperiod when staff resourceswere reduced.
Public availahility of hospital, ambulatory surgery, and emergency department datahave contributed to
Utah’ sHedlth Care System inimportant ways. These dataallow evaluation of health care practices,
contributeto public hedlth survaillanc andidentify opportunitiesfor improvement.

[ | Hospita discharge and emergency department dataii dentified theimpact of medical errors
and adverse outcomes.

4. Electronic Datalnterchange (EDI) isan emerging technology that can allow moretimely collection of
dataon awide spectrum of health care encounters. The HDC conducted apilot project on
Electronic Datalnterchangein partnership with the Utah Statewide | mmunization Information
System (USIIS). The project evaluated thefeasibility of receivingimmunization datael ectronically
from public and private providers.

[ | The project allowed HCS staff to contributeto animportant state priority, theUSIIS
immuni zation registry and improved the capability of HDC and HCSto collect other health
caredatain thefuturethrough the Utah Health I nformation Network (UHIN).

5. TheHDC published aseriesof reportsbased on Utah hospital discharge and emergency room datathat
focused onavariety of health careissuesincluding aggregate and average hospital charges, quaity
indicatorsof hospital patient care, patient, provider and clinical profilesassociated with thetop 50
DiagnosisRelated Groups, child and adol escent hospitalizations, Cesarean section deliveries, utilization
of emergency roomsandtheir rolesasapathway to hospital admission and hospital profilesfor Ambu-
latory Care Sengitive conditionsfor 61 economically homogeneous geographic unitsinthestate. A
consumer guideto Utah hospitalswasal so published.

u Reporting on Cesarean Section ratesand variation in those rates stimulated hospital-based
interventionsto prevent unneeded c-section procedures.

6. TheOfficeof Hedlth Care Statistics used probabilistic linkage software to exploit the potential of public
health databasesin addressing public hedth surveillanceissues. HCShasaso beguntolink hospital-
ization and death certificate data, to allow hospitalsand othersto assessthelonger term outcomes of
health care procedures.

[ | Thismethodol ogy hasenabled HCSto makeimportant contributionsin childimmunization,
computation of HEDISmeasures, maternal post-birth readmissions, andintegration of the
USII Simmunization registry with the Women, Infantsand Children (WIC) program’s
immunization deta

7. TheOfficeof Health Care Statistics participated in the devel opment of small areaanadysisof health
data, and especidly hospitalizations. Theuseof thismethodology yielded aprofile of 61 economically
homogeneous geographic unitsand aprofiling of Ambulatory Care Sensitive hospitalizationsacross



thesecommunities. Thoseanaysesprovideinformation on health care proceduresat the community
level and identify ways Utah communities can further improvethe performance and outcomes of their
hedlth care systems.

[ | Thecommunity level datahave been used extensively by the Sdt Lake Valley Hedlth
Department initseffortstoimprove accessto healthcare.

8. Expanded partnershipswith the Healthcare Cost and Utilization Project (HCUP), aFederal-State
government and industry partnership to construct astandardized, multi-state health datasystem, and
withtheNational Association of Health Data Organizations (NAHDO), an organization dedicated to
strengthening the nation’ shealthinformation system. These collaborationswill allow comparisons
between Utah’ shealth care system and those of other statesthat can hel pidentify areasfor improve-
ment in Utah. For example, Utah rates of back and prostrate surgery are substantially higher than
elsawhereintheU.S.

[ | Utah' spioneering work has contributed to amultistateinformation system.
Background and Brief History

TheHDC wasestablished in 1990 by the Health Data Authority Act (26-33a) to* collect, analyze, and
distribute hedlth care datato facilitate the promotion and accessiblity of quality and cost effective health
care’. Thefirst priority wasastatewide hospital discharge data system and Utah was one of thefirst states
to establish such asystem (1992).

INn1996, S.B. 171 empowered the HDC to issue comparative report cards. Public reportingon HMO
performance began in 1996 and has since been expanded. The HDC partnered withtheMedicaid and
Child Health Insurance Programs (CHIP) to assure that cons stent and efficient performancereporting
occurred.

A 1998 L egidative audit confirmed the value of the data collected by the HDC, both for the public and for
theindustry. However, the L egid ature reduced the general fund budget with the intent that increased sales
of datamake up that decrease. Anincrease sufficient to cover that decrease wasnot possible. Thereduc-
tion hasimpaired the ability of the HDC to undertake new initiativesto meet increasing consumer concerns
about the Health Care System. In addition, thesaleof individuals' datato fund apublic good, raises
concernsabout privacy and public trust.

Partnership with Medicaid

TheDivision of Health Care Financingin the Department of Health administersthe State/Federal Medicaid
program, which provideshealth care coveragefor many vulnerable populationsin Utah, including the
disabled, poor mothersand children and others. Increasingly, the Medicaid programs contract with Utah's
HMOsto providethat health care coverage. The Medicaid program has used the expertise of the Health
DataCommittee and the Office of Health Care Statistics staff to conduct Satisfaction Surveysand collect
performance measure datafrom HM Os. These effortsassist the medicaid programto negotiate value as
well ascost initsHMO contractsand provide information to assist medi caid recipientsin choosing their
HMO. Thisinformed choice stimulatesthe HM Osto devote more attention to quality.



Future Challenges

TheHedth Data Committee has overcome substantial hurdlesto establish effective hospitd care, emergency
department and HM O performance datasystems. Duetothe HDC' sleadership, Utah becamealeader in
collection and dissemination of information about itshedth care system. America shedth care system has
continued to evolverapidly and during 1999 and 2000, upward cost pressureshavereturned. The Com-
mitteefaceschallengesif itisto continueto build onitssuccessful record.

1. Deveopmentsin Electronic Datalnterchange (EDI) offer the potentia for moreefficient collection of
dataand for obtaining datafrom outpatient settingswherethat isnot possibletoday. However, rapid
changeinresponseto federa HIPAA guiddinesregarding privacy and datastandardization, will chal-
lenge Utah' shealth care system and the Heal th Data Committee. Change provides both opportunity
andrisk. TheHDC, with effectiveleadership, political support and resources can usethisopportunity
to shapeanew and morerobust health careinformation infrastructurefor Utah' scitizens, or it can be
swamped and | eft behind by rapid changes.

2. Articlesdiscussing consumer and business concerns about health care appear daily in U.S. newspapers
and other media. Although the data collected by the HDC have been well used (asdetermined by the
1998 |egidative audit), many consumersand bus ness purchasers continueto make decis onswithout the
information they need and want. The HDC must reexamine how it marketstheinformationit hasas-
sembled, what information productsit produces, how those products are packaged and positioned, and
whothey aretargeted to.

3. Thevaueof HDC information has sometimesbeen limited by thelack of reporting on specific health
careproviders, health plans, doctors, hospitalsand others. The HDC will work withthe providers
where performanceisbeing measured to assurethat theinformationisvalid. Oncethishasbeen
achieved, theHDC will need political support to releasethat information for consumers’ benefit.

4. Although accessand quality attract attention, cost remainsthe aspect of the health care system of most
concernto many. TheHDC hasbeen hampered initsassessmentsof cost by thelack of availability of
dataon actual reimbursement (as apposed to charges). Thisneedsto be corrected. Inaddition, the
main driver of recent cost increases has been pharmacy expenditures about which dataare not currently
collected.

5. TheHealth DataCommittee has successfully overcometechnical obstaclesin the past and canfacethe
challengesdescribed above. All these challengesrequiretechnical and other resources, however.
Currently the Committee hasinsufficient resourcesto accomplishitsmission. The Committeebelieves
that its mission provides public good not otherwise supported by marketing forces and which should be
funded by government sources. However it must attract additional resourcesin someway- from
businessusesof thedata, foundation or government grants, or Utah' sLegidature- if it isto accomplish
itsmission.



Section II: Highlights of HCS’s Accomplishments

Health Care Encounter Databases Hospital Discharge, Emergency Department,
and Ambulatory Surgery

1999-2000 Accomplishments

Since 1992, there has been an ongoing compilation of inpatient hospital discharge datathat iscompa-
rableto other state and nationa hospital databases.

Since 1996, there has been an ongoing compilation of emergency department datain partnership with
the Bureau of Emergency Medica Services.

Since 1996, there has been an ongoing compilation of ambulatory surgery datafrom hospital-based and
freestanding surgical centers.

Extensiveimprovementsin the dataediting process have been designed and implemented toimprove
the database validity.

Extensiveimprovements have been madein the computer programsthat receive datafrom the hospitals,
check them for systematic errors, and mergetheminto the statewi de databases.

Several reportson these databases, discussed €l sewhere, have been published and distributed.

2001-2002 Plans

Continueto improvethe dataediting and datamanagement processes.

Implement adataediting processwhere dataerrorsfor each hospital can be downloaded to aspread-
shest, reported to the hospital in aspreadsheet, corrections madein the spreadsheet by the hospital and
returned to the Office of Health Care Statistics, and uploaded to the database. Currently errorsare
reported on paper.

Further evaluation of the option of obtaining dataviathe Utah Health Information Network (UHIN) and
thefeas bility of receiving datafrom hospitalsand other health providersinthismanner.

Improvethetimelinessof dataavailability.

Link hospital datawith death certificatesto allow assessment of three month and oneyear mortality of
these procedures such ascoronary or leg bypassgrafting.

Produceinformation and reports based on the datatargeted at specific user groups, individual consum-
ersand business purchasers of health care coverage.



Reports

The HDC and the Office of Health Care Statistics published a series of reports on a variety of health care
issues, using data from Utah hospitals discharges, Utah emergency room visits, Health Plan Employer Data
and Information Set (HEDIS), and HMO Performance Survey.

These reports addressed issues such as prevalence of important illnesses affecting Utahns (numbers, rates
etc.), aggregate and average hospital charges, quality indicators of hospital patient care, patient, provider and
clinical profilesassociated with thetop Diagnosis Related Groups, child and adol escent hospitalizations,
Cesarean section deliveries, utilization of emergency rooms and their roles as a pathway to hospital admission
and hospital profilesfor Ambulatory Care Sensitive ACS conditionsfor 61 economically homogeneous geo-
graphic unitsin the state.

Those analysis provided information on ACS and other illnesses and conditions at the community level and
helped identify ways Utah communities can further improve the outcomes of their health care systems.
Ambulatory care sensitive conditions are conditionsthat should rarely require hospital careif good outpatient
careis accessable. High rates of hospitalization indicate problems. These data were used by the Salt Lake
Valley Health Department when it convened acommunity coalition to improve the health care “ safety net”.
They also facilitate tracking of trendsin hospital care and health care practices, such as changesin hospital
length of stay prompted by managed care pressure. Thefollowing isan example of how timely dissemination
of health care data on important public health topics can hel p identify opportunity for improving health care
delivery.

Cesarean Section Deliveries in Utah Hospitals
(an example of how hospital discharge data stimulates improvement in care)

Figure 5: Rate of C-Section Deliveries:
Utah, 1992-97
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Utah made national news for being a state with the lowest C-section delivery rate. On August 29, 2000, The
Associated Press released a national news story (reported by the Salt Lake Tribune) reporting a C-section
rate of 22 percent of live births nationally, with large variations among the states:

“Fewer than 17.5 percent of births in Utah, Wisconsin, Colorado, Alaska or Vermont are C-sections.
But more than one in four births are C-sections in Mississippi, Louisiana, Arkansas and New Jersey.”



This news story was preceded by areport published by the Office of Health Care Statistics using six years of
hospital discharge data. The report was made publicly available in printed form and on the Internet.! The
impetus for the report was the concern that C-sections were being performed unnecessarily, leading to high
cost, longer hospital stay, and unnecessary morbidity. The Office' sreport showed that Utah was steadily
moving closer to and nearly achieving this objective, as shown in the above graph. 2 It also identified substantial
variation in practicesamong hospitals.

The public availahility of thisinformation to both health care providers and health care consumers, has stimu-
lated Utah physicians and hospital s to examine practices regarding C-sections. These efforts should help
prevent unnecessary C-section deliveries and lead to further, appropriate reduction in the rate of C-sections
performed in our state. Thistype of public health monitoring is an example of how the Utah Hospital dataare
being used to improve health care delivery and public health in Utah.

Reports produced by Office of Health Care Statistics.

A list of selected reportsproduced by Office of Health Care Statisticsunder HDC' sguidanceisasfollows:

1. “1998 Selected Quality Indicators of Hospital Patient Care in Utah” (2000)HCUP-3 Provides
updated measures of indicatorsof quality of carein Utah’ shospitalsusing Utah HospitalsInpatient
Discharge Database, 1992-98. Quality indicators provideinformation about outcomesof inpatient care,
especidly surgica procedures; utilization of inpatient services, which reflect physical practice patterns,
and physi cian-patient decision making; and accessto carein community, through ambulatory care
sengtiveconditions.

2. “Top 50 DRGs with the highest number of discharges in 1998: Patient, Provider and Clinical
Profiles” (2000). Diagnosis Related Groups (DRGs) are national ly standardized categoriesthat reflect
thetypeof patientstreated by hospitalsand type of servicesreceived by those patients. Variation for
top 50 DRGs by volumeisanayzed by patient characteristics, co-morbidities, and hospital characteris-
tics.

3. “St-1 1998 Utah Hospital Inpatient Discharge Data Standard Report I' (2000) This standard
report on Utah hospital utilization and chargesprofile containshospitd level detailson volumeand
intensity of patient care, hospital leve differencesininpatient care, by patient demographicsand com-
plexity, usng Utah Inpatient Discharge Data, 1998.

4. *“Utah Hospital Inpatient Admission Through Emergency Department Utilization and Charges
Profile: Statewide Summary, 1997.” EDAR-2:97 (Emergency Department Annual Report 2).
(2000).

5. “Utah Emergency Department Utilization and Discharge Profile.” EDAR-1:97 (Emergency
Department Annual Report 1) (2000).

6. “ Child and Adolescent Hospitalization for Most Frequent and Expensive Conditions in Utah.”
(1999). Depictsregiond and community level (small areas) patternsof hospitalization of Utah children
and adolescents (ages 0-19) for conditionsthat are among the most expensive and frequent. Utah
HospitasInpatient Discharges Data 1993-97 were presented using graphs, maps, and summary tables.

1 The Associated Press, C-section rates on the rise again, August 29, 2000, Internet site: “www.quadcityonline.com/national/acsect.html”.
2 Office of Health Care Statistics, Cesarean Section Deliveries in Utah Hospitals, 1992-1997,Salt Lake City, UT: Utah Department of
Health, 1999.



7.

“Cesarean Section Deliveries in Utah Hospitals, 1992-1997”. 1999. Containsanimpressivereview
of previousstudieson cesarean deliveries, and indicationsfor cesarean deliveries. Thelatest information
about indicationsof c-section, c-section rates and trends, and patient and hospital characteristics
associated with higher c-section ratesis presented.

“Small Area Analysis of Hospitalizations for Ambulatory Care Sensitive (ACS) Conditions in
Utah, 1992-1996.1999. A ground breaking work on small areaanalysiswhich identifies61 eco-
nomically homogenousgeographic unitsof optimum sizeand laysfoundation for subsequent small area
analysis. Ambulatory care sensitive conditionsareillnessesthat are sengitiveto the kind of outpatient
carereceived by peoplein communities.

Informational Brochure: “Utah Medicaid HMOs: A Report Card for Consumers,” October 1999.
Theinformation includes satisfaction survey resultsof Medicaid HM O enrolleeand HEDI Smeasures.

10. “Medicaid Prepaid Mental Health Waiver Renewal Report’, submitted to HCFA 1999. Eval uation of

Medicaid prepaid menta health programsusing encounter data.

11. Hpsl— 71998 Satisfaction Survey of Enrollees in Utah HMOs -Comparison of Respondents and

Responses Between Medicaid Beneficiaries and Commercially-insured HMO Clients (1999)

12. Utah Hospital Consumer Guide: 1997 Average Inpatient Hospital Charges for Utah's

MostCommon Conditions Requiring Hospital Admission. (1999)

13. 1996 Utah Hospital Financial Data. (1999)

In addition to reports printed on paper, HCS produces updated tablesfor many previousy published
reports and publishesthem on the Internet. Pertinent findingsfrom occasional projectsare dso posted as
datahighlights. A graph from onesuch datahighlight isgiven below:

Coronary Artery Bypass Graft (CABG)

Rates (age adjusted to 2000 US Population) of Coronary Artery Baypass Graft (CABG), by
Utah Local Health Districts, 1996-98
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The complete story on coronary artery bypassgraft (CABG)” in Utah can beviewed at:
http://hcs.editthi spage.com/stories/storyReader$7

Internet Projects 1999-2000

1QS

Continual improvementsto the Health Information Internet Query System (1QS). 1QSissoftwarethat
enablesusersto query health care databasesto produce user defined summary tablesor graphsof simple
datitics.

Development of MACHIIM site

° Supported by athree-year grant from the Federal Materna and Child Health Bureau, Maternal and
Child Health Information Internet Query Module (MaCHIIM) was created to enhancethe UDOH’s
existing UDOH Internet-based health dataquery systems.

° HCS sdtaff made significant contributionin devel oping thisinteractive query system.

° TheMaCHIIM systemiscreated at two levelsof detail. Thefirst sub-modulecontainsbasic
on-lineinformationin theform of static graphs, tablesand bullets. The second sub-modulegenerates
on-lineMCH datisticsinteractively based on questionsasked by users.

° Four other states have adopted MaCHIIM’ stransportabl e applications. TheMaCHIIM hasthe
potential to greatly improve materna and child health (M CH) care surveillance and planning capa:
bilitiesat theloca/community and statelevels.

To seethislnternet-based materna and child hedlthinformation query system, pleasefollow thefollowing
URL.: http://hlunix .hl.gate.ut.us'matchiim/main/

Thetechnology devel oped as part of the partnership that produced MaCHIIM, will be used in the next year
to updatethe HDC Internet Query System.

Design for HCUP Website

Convenient on-line ordering function added to Website
In June 2000 the of fice implemented an easy on-line order form that allowsusersto preview reportsand
view dataset field descriptionsbefore purchasing them.

Site redesign
TheHCSWebsite hasbeen redesigned alowing userseasier moreintuitive navigation of thesite.

Reports standardized online
All HCS published reportsare now avail able on-line asin the adobe acrobat format. The PDF format
makesit easy for usersto print, download or read thereportson-line.



Health Care Statistics Enablement project won the 1998 governor’s CIO award

The Office of Health Care Stati stics Web Enablement team was recently awarded the Governor’ s Chief
Information Officer (CIO) award for technology for 1998. Thewinnersof thisaward exemplify best prac-
ticesin the design and implementation of |nformation Technology systemsand promoteefficiency and
effectivenessin state government. The award wasto acknowlegethat theproject team used state of the art,
I nternet connected, interactive databasesto make health information availableto Utah' scitizens, researchers
and themedica community inthe Sate.

Utah Health Plan Performance Measurement

1999-2000 Accomplishments:
1. Resultsof the 1998 and 1999 Enrollee Satisfaction Surveysof Medicaid HM Oswere published and
released to the public.

2. Scopefor both 1998 and 1999 surveysexpanded to include Medicaid Fee-For-Service clientsand
HM O Point-Of-Serviceclients.

. Satisfaction Survey of Medicaid HMO Enrolleeswith specia health care needs

Satisfaction Survey of CHIP Enrollees

. Collection of 1998 and 1999 HEDI S measurement dataon commercia and medicaid HMOs

. Currently aSatisfaction Survey of Prepaid Menta Health Plansisbeing conducted by anindependent
vendor.

. Currently the 2000 Consumer Assessment of Health Plans Study (CAHPS) survey of enrolleesin
medicaid and commercial HM O’ sisbeing planned and will be conducted in early 2001

oA W

\‘

2001 Plans:

1. Satisfaction Survey of HMO enrolleeswill follow NCQA protocolsand scheduleto improveitsquality

2. Sdtisfaction Survey of Medicaid clientswith special hedth careneeds

3. Satisfaction Survey of CHIPenrollees

4. 2000HEDISdatacollection - acollaborativeeffort for quaity improvementsiscurrently in process
withthe UDOH, Diabetes Control Program and USII S (Immunization Registry).

Publications:

1. Specia Report: 1996-1998 Satisfaction Survey of Enrollees in Utah HMOs

2. 1998 Utah Medicaid HMOs: A Report Card for Consumers

3. Compare Your Utah Medicaid HMO Choices: An HMO Health Care Report Card that shows the
1998 Consumer Survey Results & 1997 HMO Performance Measures

4. 1999 Utah Medicaid HMO Performance Report: How to Compare HMOs - 1999 Consumer
Survey Results & 1998 HMO Performance Measures

Utah Health Plan Performance Measurement Plan

Background

With theaim of providing meaningful datato help Utah consumers, businesses and other purchasersof
health care, and policymakers makeinformed decisionsabout health care, the Utah Health Data Committee
implemented the Utah Health Plan Performance M easurement Reporting Systemin 1996. The performance
measurement system iscomprised of enrollee satisfaction surveys and Performance measuresbased onthe
Health Plan Employer Dataand Information Set (HEDIS).

10



In order to provide dependable dataand tofill theinformation gap between the rapidly expandingHMO
industry and Utah consumersand policy makers, the Utah Health Data Committee has been working closely
with HM Os, Medicaid, policy makers, and public health officialsover the past four years. In 1998, the
Health Data Committee passed two administrative rules (R428-12 and R428- 13), requiring all health plans
in Utah to report audited HEDI'S measures dataand participate in enrollee satisfaction survey. Thedata
collected through thesetwo rules provide astarting point for apublic reporting system that meetsthe needs
of multipleaudiences. Asaresult of the Utah Health Plan Performance M easurement Plan, Utahnsnow
have substantialy moreinformation onwhich to build their health caredecisions.

Enrollee Satisfaction Survey

Since 1996, both commercial and Medicaid HM Os have participated in the Utah HM O enrol | ee satisfac-
tion survey. Thesurvey questionnairewas devel oped by the Utah Health Data Committee and interviews
were conducted by tel ephone.

Some 2,200 enrollees of six Medicaid HM Osand another 2,200 clientsfrom six non-Medicaid health plans
participated in 1996 satisfaction survey. 1n1997, enrolleesfromall five Medicaid HM Os (2,724 clients)
and 2,800 clientsof eight commercial HM Oswere surveyed.

Starting from 1998, the Utah HM O enrol | ee satisfaction survey used amodified version of the Consumer
Assessment of Health Plans Study (CAHPS) instrument, devel oped and tested by Harvard Medical School,
Research TriangleIngtitute (RT1), and RAND in sponsorship with the Agency for Health Care Policy and
Research (AHCPR). Thesurvey aso wasexpanded to include Medicaid Fee-For-Service (FFS) clientsin
rural areasaswell ascommercia Point-Of-Service (POS) enrollees.

Some 3,200 Medicaid clientsand 3,613 enrollees of commercial HM Os compl eted theinterviewsin 1998.
In 1999, about 3,300 Utah Medicaid clientswere surveyed a ong with some 3,400 commercial HMO
enrollees.

In 1999, the Utah HM O enrollee satisfaction survey wasfurther expanded toinclude Medicaid HMO
enrolleeswith special health care needs. Some 2,300 Medicaid clientswith specia health care needswere
included inthesurvey. Inaddition, satisfaction survey of 1,244 CHIP enrolleeswas conducted in 1999.
Satisfaction surveysfor Medicaid enrolleeswith special hedlth careneedsand for CHIPenrolleesare
planned to be conducted oncein every two years.

HEDIS Collection

The Utah Health Date Committee has been collecting dataon HM O performance, Health Plan Employer
Dataand Information Set (HEDIS) , since 1996. HEDISwas devel oped by the National Committee of
Quality Assurance (NCQA), to meet the needsfor Health Plan data, expressed by businessleaders. In
accordancewith R148-13, Utah HM Osare required to contract with an NCQA -certified audit agency to
verify their HEDIS measure dataprior to theHEDIS submission. HEDIS, themost prominent of effortsto
devel op astandardized set of health plan performance measures, of: 1) clinical qudity of care, 2) utilization
of services, 3) accessto care, 4) patient satisfaction, 5) financia performance, 6) genera plan management,
7) cost of care, 8) membership, and 9) network affiliation and structure.

Four commercial HM Os and three M edicaid HM Os submitted HEDI S data in 1996 and 1997. In 1998,

more plansparticipated in HEDI S collection to includefive commercia and five Medicad HMOs. Cur-
rently, the 1999 HEDI Sfrom five Medicaid and five commercia plansisbeing compiled.
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Current Status

2001 enrollee satisfaction survey isin the process of planning by the Office of Hedlth Care Statistics
(OHCS). Thesurvey will interview peoplewho were continnuously enrolled for onyearin Medicaid and
commercial HMOsduring 2000. The 2001 survey will usethe unmodified CAHPS2.0H survey instrument
but its methodol ogy will be changed from dl telephoneto mail and telephone. With these changes, Utah
survey resultswill be standardized and comparablewith other states’ and national CAHPS survey resullts.

Asoriginally intended with theimplementation of Utah Heal th Plan Performance M easurement Plan, al
licensed Utah commercia and Medicaid HM Oswill be participating for 2001 survey and 2000 HEDIS
collection.

Asanother attempt at collaborative effort for quality improvement, OHCS, the Utah Diabetes Control
Program (UDCP), and the Utah Statewide |mmunization Information System (USI1S) are currently explor-
ing the possibility of consolidated HEDI S collection. Utah health planshave been submitting subparts of
HEDISto UDCPand USI1 Swhile submitting the complete set to OHCS. The consolidation effort will
provide afoundation for the quality check of HEDI'S and reduce the cost and burden of for HMOsand for
the UDOH.

Performance Measurement Results - major findings

Oveadl Plan Satisfaction

Overall Satisfaction with Health Plan,
UT 1996-1999 (% completely satisfied)
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During 1996-1999 period, the overall satisfaction with health plan hasbeen rated higher for Medicaid
HMOs compared to commercia ones. The proportion of thosewho were completely satisfied decreased
somewhat for commercia plans.
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Problems Getting Needed Medica Care

Difficulty in receiving medical care the doctor
considers necessary, UT 1996-1999
(% big problem +small problem)
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The proportions of Utahnsreporting difficulty receiving needed medical careincreased from 7%to 12%for
commercia enrolleesand from 7 %to 15% for Medicaid enrollees.
Overall theincreaseissomewhat larger for Medicaid plans.

Problems Getting Referra to Specidist

30%

0%

Difficulty in getting referral to specialist, UT 1996-1999
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The percentage of Utahnsreporting difficulty getting referral to aspecialist increased from 11%to 23%for
commercial enrolleesand from 11%to 22% for Medicaid clients.

Between 1996 and 1999, commercia enrolleesreported dightly more problemsthan Medicaid enrollees.
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| ntent to Switch Plans
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Medicaid enrolleeswere morelikely to report that they intended to switch health plans dueto problems.

That difference decreased over time.

Well ChildVisits(Age 3-6)

percent

Well-child visits in the 3rd-6th year of life,
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* |n 1996, data for commercial health plans were not reported.

For children age 3-6 yearsof agein Medicaid HM Os, the percentagewith at least onewell-child visitinthe

preceding year increased from 43% in 1996 to 47% in 1998. The percentage for commercial HMOs

decreased dightly in 1998.
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Cervica Cancer Screening

Cervical Cancer Screening, 1996-1998
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HEDI Sindicated that 67% of women 21-64 years of agein commercial HM Os and 58% of thosein
Medicaid HM Os had received a Pap test in the past three years. Therate of the Pap testsincreased among
womenin Medicaid HM Os between 1996 and 1998.

Electronic Data Interchange (EDI) Pilot

Background

Initscommitment to facilitate collection of quality data, the Health Data Committee conducted apilot
project on Electronic Datalnterchange (EDI) in partnershipwith USH S (Utah Statewide lmmunization
Information System) from August 1999 to July 2000.

The purposeof thispilot project wasto assessthefeasibility of receivingimmunization datael ectroni-
caly through UHIN (Utah Health Information Network) and to devel op the capacity for an ongoing
collection of immunization datausng EDI.

Another morerelevant objective of the pilot for the Office of Health Care Statistics (HCS) wasto
determinethefeasibility of ongoing collection of other databases such asInpatient Discharge Data, using
thisElectronic Datalnterchange (EDI) mode.

Purpose

Thispilot project was conducted pursuant to arequest from USI I Sto collect immunization datafrom
privateclinicsfor USIIS. Therequest followed astrong recommendation fromthe USIISAdHoc
Advisory Committee, providers, and the project eval uator for the devel opment of an electronically
based system for transmission of theimmunization records of public and private providerstotheUSIIS
immunizationregidry.

The pilot wasimportant in that many private providers immunization recordswere not available el ec-
tronicaly. Thereforethoseimmunization records could not beincluded inthe USI S system.

Sincemost private providersaready used UHIN for electronic exchange of their billing datatoinsur-
ance companies, no additional burden wasplaced on private providers. The simultaneousel ectronic
transmission of acarbon copy of theimmunization datato the USI 1 Sregistry viaUHIN diminated the
need for duplicate dataentry by private providers.
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HCS’s Role

HCSdrafted and negotiated the contract for thispilot project and obtained thefinal signatures.
Although someof theproject’ soperativefunctions, such asretrieving datafrom UHIN mailbox and
trandating it into ASCII format, were subcontracted to Health Care Finance Divison (HCF), HCS
assumed responsi bility for thecompleteoversight of the project including validation of theelectronicaly
exchanged immunization data.

TheEDI contract with UHIN coversnot only the current project ; future EDI transactionsthrough
UHIN are covered aswell. The protocol developed and used in thispilot project will serveasaguide-
linefor future EDI of administrative datatransferred through UHIN by clinicsand hospitals.

Partnerships:

Healthcare Cost and Utilization Project (HCUP), aFederal-State-industry partnershipto builda
standardized, multi-State health datasystem. HCUPis maintained by the Agency for Healthcare Re-
searchand Quality (AHRQ). Website: *  Utah submitsdataelementsfrom both itsinpatient and
ambulatory surgery databases. Currently 22 states submit inpatient dataand nine states submit ambula-
tory surgery data.

National Association of Health Data Organizations (NAHDO), an organi zation dedi cated to strengthen-
ing the nation’ shealthinformation system. It servesasabroker of expertisefor the development and
enhancement of statewide and national health information systems. Website: TheNAHDO Website
includesan Emergency Department Internet Query System, whichismodeled after the query systemon
our own Internet Website and usesacopy of our emergency department database as example data.
Thisencourages other statesto adopt the same query system and dataelements, making it possiblefor
everyoneto perform uniform hospital dataquerieswith other stateseasily onthe Internet.

Utah Benefits from Partnerships with National Health Data Efforts

TheHedth DataCommitteeisparticipatingin partnershipswith severd nationd effortsto collect, combine,
and report on hospitalization data. Within-Utah data provide comparisons between Utah hospitals, creating
amarket forceto improve care and reduce coststo the level of the most efficient provider in Utah. Com-
parisons of data between states, however, create amarket forceto improve care and reduce coststo the
level of themost efficient statein thenation. By participatingin these national datapartnerships, thislarger
market forceispossible.

Partnerships:

1.

Healthcare Cost and Utilization Project (HCUP), aFederal-State-industry partnershipto builda
standardized, multi-State health datasystem. HCUPismaintained by the Agency for Healthcare
Research and Qudlity (AHRQ). Website: “www.ahrg.gov” Utah submitsdatael ementsfrom both
itsinpatient and ambulatory surgery databases. Currently 22 states submit inpatient dataand nine
states submit ambulatory surgery data.
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2. National Association of Health DataOrganizations(NAHDO), isan organization dedicated to
grengthening the nation’ shealth information system. It servesasabroker of expertisefor the
devel opment and enhancement of statewideand nationd hedthinformation systems. Website:
TheNAHDO websiteat*www.nahdo.org/nahdo/index.html”, includes an Emergency Department
Internet Query System, whichismodel ed after the query system on our own Internet websiteand
usesacopy of our emergency department database asexampledata. Thisencouragesother states
to adopt the same query system and data el ements, making it possiblefor everyoneto perform
uniform hospital dataquerieswith other stateseasily on the Internet.

Challenge - measuring the actual cost of care:

After several yearsof moderateincreases dueto the cost control effects of managed care, health care costs
havebeguntoincreaseat rateswell abovetherate of inflation. The Health Data Committee hasbeen
limited intracking and disseminating informati on on costs because hospital sreport only charges, not what
wasactually paid for care. Managed care organizations often receive substantial deductionsfromthose
charges. Thecollection of actual cost datafrom providershas been controversial and isan ongoing chal-
lengefor theHDC.

Section III: Response to Legislature’s Budget Cut
and Funding Challenges

Infiscal year 2000, the L egidature cut the general fundsappropriated specificaly to the Office of Hedth
Care Statistics (formerly, “ Office of Health DataAnalyss’) with the expectation that the Office could make
up thedifference by increasing sales of itsproductsand services.

Thebudget cut wasinitialy proposed in 1998, upon the L egidative Auditor General’ s Office recommenda
tion that the Office obtain at |east one-half of itsgeneral revenues of $500,000 from the“hedth careindus-
try”. Specifically, the 1998 AppropriationsBill states:

“It is the intent of the Legislature that the Office of Health Data Analysis becomes self sustaining
through the sale of'its data, published reports, products or services to all business, insurance, re-
search or commercial entities to the greatest extent possible. Fees derived from the sale of these
products and services shall be sufficient to generate one-half of the operating budget by the begin-
ning of fiscal year 2000.”

Thefollowing tabledisplayshow the Office of Health Care Stati sticswasfunded during the past three years.

Table: Office of Health Care Statistics Revenues by Source

Fiscal Year General Funds Data Product Sales Contracts Contract Sources

1998* $500,000 $34,880 $226,178 Health CareFinance (Medicaid)
1999 $509,000 $58,835 $161,906 Health Care Finance, Bureau of Emergency Medical Services
2000 $286,000 $79,076 $316,443

*July 1, 1997 to June 30, 1998
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The Officewasableto increaseitsability to accomplish the Committee’ swork by obtaining contractsfor
projectsthat overlapped the Committee’ smission. However, each of these contractual projectswere
primarily focused on the needs of the contracting organization rather than on thework of the Committee.

Thelost revenue has substantially reduced the ability of the officeto carry out thework of the Committeein
thefollowingways.

® |nsufficient resourcesto package and target theinformation to potential users.

® |nability to undertake promising new initiatives such as collection of datathrough the Utah Hedlth
Information Network (UHIN).

® Inability to replace aging computer resourceswhichwill serioudy impair the officein thefuture.

e Difficulty maintaining timely production of databases, whichiscritical both to the Committee’ swork
andtoitsability toraiserevenuethrough sale of data.

The Office and Committee are continuing to explore both new sources of revenue and waysto increase
efficiency and productivity given current resources. However the Health Data A uthority Act was passed
becausethe health care market did not support the provision of information needed by consumers, business
purchasersand policymakers. That situation hasnot changed soitisn'tlikely that the market will financialy
support theHDC or itswork. Thedatacollected by the HDC and theinformation provided from those
data, are apublic good that will not be produced by market forcesalone. Assuch, they should be sup-
portedinlargepart, by public fundsthrough the Utah Legidature.

HCS Background

The Utah Health Data Authority Act (26-33a) enacted in 1990, established the Utah Health Data Commit-
tee and defined its purposeto “ collect, analyze and distribute heal th care datato facilitate the promotion and
accessibility of quality and cost-effective health careand a so to facilitateinteraction among those with
concernfor health careissues’. TheL egidature expanded datacollection activitiesthroughH. B. 305in
1995 and inserted “report card” intent languageinto the Utah Health Data Authority Actin 1996 with S. B.
171. Inthisrapidly evolving hedlth careindustry, transformed by managed care and competitive pricing
pressures, asource of objective, nonproprietary, and comparableinformationisessential to measureand
monitor the quality of and accessto carefor al Utahns.

Thefirst priority of the Health Data Committee wasto establish astatewide hospital discharge datasystem.
Hospita dataprovideimportant information about ill ness experienced by Utahns, and the quality of care
they receive, and can hel p assesswhether timely and appropriate ambulatory careisuniformly accessible.
Hospital carea so comprised 38.5% of health expendituresin Utahin 1998.

Utah wasoneof thefirst statesto establish astatewide hospital discharge database (1992) and apioneerin
using the Internet to disseminatethosedata. Utahisnow oneof 21 statesthat partnered with the Federal
Agency for Healthcare Research and Quality (AHRQ), to create adata source that allowsbetween-state
comparisons. Thusthe pioneeringwork of the Utah’ sHealth Data Committeeiscontributing to an emerging
nationd hedlthinformationinfrastructure.
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The Office of Hedlth Care Stati stics sought to implement the legidativeintent to cover the cost of the Health
Data Committees mission through revenuesfrom usersof thedata. That hasnot proven possible, however.
Revenuesfrom sale of dataproductsincreased (from FY 1998 to FY 2000) by aggressive marketing of the
data, but theincrease covered only about one quarter of thelossingeneral funds. Thelegidativeaudit
suggested that the datawere va uableto providers (especialy hospitals) and that those providershad paid
for collection of hospita databy the Utah Hospital Association previoudy and should pay for itscollection
by theHDC. However, the hospitals collected the datafor their own use and not for public use.

HDC/HDA 1990-1998
TheHedth DataCommittee’ swork since 1990, can bedivided into several stages, listed below:

1990-1993:

The committee established avision, mission, and priorities. A public processwasestablished for planning,
and technical capacity of hospital swas assessed.

1993-1996:

Theinpatient hospita discharge datareporting system wasimplemented, including all-payer hospital
encountersfrom all licensed hospitalsin Utah and the Veterans Administration Medical Center. Technical
difficultieswere solved and processesfor validating dataand ana ytic reports, testing different anaytic
methodol ogies(e.g. risk-adjustment and peer groupings) wereimplemented in partnership with hospitals
and othereinterested parties.

1996-1998:

IN1996, S.B. 171 inserted “report card” intent languageinto the Utah Health Data Authority Act. The
committee went through itsfirst community-wide planning process since 1990 and worked hard to bridge
competitive tens ons between HM Osto create comparative managed care reportsfor consumers. During
the HM O report card implementati on, the committee al o oversaw expansion of theinpatient hospital
discharge datareporting systemto include ambulatory surgery and emergency department encountersand
improvement of dataquality and the content of reportsto include popul ation-based and small areaanalyses.
The Officeof Health DataAnaysiswasretained by Medicaid toimplement itsmanaged carereporting
system (HEDISreporting, satisfaction surveys, and encounter database development).

1998-2000:

A 1998l egidativeaudit confirmed the value of the datacollected by the HDC, both to the public and to the
industry. Thelegidaturereduced the general fund portion of the HDC budget by $200,000 with theintent
that it would be made up by increased revenuefrom datausers. Anincrease of that magnitude was not
achieved. The Office of Health Care Statisticswas abl e to support some Committeework through partner-
shipswith parts of the Department of Heal th whose mission overlapped that of the Committee. However
thereductionin staff resourcesimpaired theability of the Committeeto undertake new initiativesin response
to changesinthehealth careindustry, to maintaintimely releases of data, and most importantly toimprove
thedissemination of targeted information to consumers. Thedatacollected by theHDC are of valueto the
health careindustry, but their greatest valueisto the Utah public who depend on that system for their care.
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